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THE RELIEF OF PAIN IN CANCER PATIENTS’ 


By Ernest M. Datanp, M. D., Pondville Hospital, Wrentham, Massachusetts, 
Massachusetts Department of Public Health 


Pain in patients with cancer is caused by (1) ulceration and sec- 
ondary infection, (2) pressure on or direct involvement of nerves, 
(3) obstruction of a hollow viscus, (4) invasion of an organ by the 
cancer, or (5) involvement of bones. It is imperative that sufficient 
medication to relieve pain be given until a direct attack can be made 
on the cause of the pain. When the cause is removed, the amount 
of medication can be reduced or drugs can be omitted. 

Pain caused by ulceration and secondary infection can be dealt 
with by surgical measures for cleaning up the infection. In the 
mouth this can be done by extraction of offending teeth, by dental 
hygiene, and by the use of mouth washes, such as salt solution, so- 
dium perborate, or dilute myrrh solutions. All mouth sepsis must 
be cleared up before surgery or irradiation is attempted, otherwise 
the amount of pain will be increased. 

In ulcerative lesions of the skin of all parts of the body, the lip, 
breast, anus, and vulva, frequent warm dressings of boric acid solu- 
tion will allay pain. Where the odor is great or where there is 
sloughing tissue present, Dakin’s solution is of great help, applied 
either as a wet dressing or through a tube according to the Carrel- 
Dakin technique. The number of dressings per day is determined 
by the amount of discharge and odor. It may be necessary to change 
a dressing five or six times a day. After the infection has cleared 
up, irradiation may be used to help heal the ulceration. 

Pain may be relieved in some cases by neurosurgical methods. A|- 
cohol injections of nerves about the face and mouth, division of 
certain of these nerves, cervical rhizotomy, and chordotomy (division 
of the fibers in the spinothalmic tract) are of aid in reducing pain in 
the cancer patient. 

Obstructions may be relieved by appropriate surgical measures, 
such as tracheotomy, gastro-enterostomy, gastrostomy, ileostomy, 

1This is one of a series of articles dealing with the indispensable uses of opium or its 
derivatives. It contains some features that should be of value in connection with a pro- 
gram for the prevention of drug addiction, since the ill-advised use of these drugs may be 
a factor in the production of addiction. This article presents the experience in the use 
of opium or its derivatives in the control of pain of cancer at the Pondville Hospital of 
the Massachusetts Department of Public Health at Boston. It is a record of some special 
studies that are being conducted at that hospital in cooperation with the United States 
Public Health Service and the Committee on Drug Addiction of the National Research 
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2 RELIEF OF PAIN IN CANCER 


caecostomy, colostomy, ileocolostomy, cystotomy, ureterosigmoid- 
ostomy, and cholecystgastrostomy. 

Pain is a late symptom in cancer or at least indicates that the 
cancer is advanced. Pain due to direct involvement of an organ, as 
the liver or spleen, means cure is impossible. Radical surgery should 
always be done if there is any prospect of cure, but if there is no such 
prospect, irradiation or palliative surgery should be attempted. 

Irradiation in comparatively small doses will nearly always give 
relief from pain caused by metastases in bone and to a less extent 
from pain caused by primary disease in the bone. The relief is 
usually temporary, although each case is a problem in itself, and 
permanent results may be secured when least expected. 

Medication.—Medication for the relief of pain in cancer patients 
should be given under very close supervision. The patient should 
not be allowed to direct his medication. He must not be allowed to 
have a stock of opiates on hand to take as he sees fit. The ideal 
treatment would be carried out in an institution especially equipped 
for treating cancer patients, where opiates could be used as necessary 
to supplement other methods of relieving pain. Physicians and 
nurses in such an institution know how to evaluate the patient’s pain 
and how to relieve it with minimum dosage. In the absence of such 
an institution, treatment at home with a graduate nurse in attendance 
is the next best treatment. Few patients can afford such nursing for 
any great length of time. Partially trained nurses or members of 
the family may have to assume the responsibility. Under these cir- 
cumstances, it is wise to plan the medication so as to avoid the use 
of hypodermic injections. 

On admission to the hospital, it is wise to determine what medica- 
tion has been given before admission and in what amounts it has 
been used. With the patient on his usual ration, it is possible to 
study his pain and to determine whether he could not be relieved by 
smaller dosages. A distinction should be made between the medica- 
tion needed to provide sleep and that required to relieve pain. Opi- 
ates are not necessary nor desirable for producing sleep. It should 
be realized that, in general, a patient requires about double the medi- 
cation for relief of night pain that he receives for pain in the day 
time, especially if he is an ambulatory case. 

The chief drugs for the relief of pain are acetylsalicylic acid 
(aspirin) or similar salicylates, phenacetine, codeine, morphine, 
pantopon, and dilaudid, or combinations of these drugs. For hypno- 
sis, bromides, sodium amytal, phenobarbital, pentabarbital, barbital, 
and aspirin are the most valuable. 

Aspirin is a very valuable drug in the treatment of cancer. It 
relieves mild bone pain, gives great relief in pain from glandular 
metastases, and it is a mild hypnotic. In doses of 5 or 10 grains 
every 4 to 6 hours it will carry many patients along for many weeks. 
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As the pain increases in severity, codeine (14 or 1 grain) may be 
used with or without aspirin. We have the impression that aspirin 
combined with codeine or morphine prolongs the action of the opiate. 
In some patients aspirin will relieve pain by day, but codeine is 
needed at night. If aspirin does relieve in the daytime, it is certain 
that a milder drug than morphine will be sufficient by night. Codeine 
does not produce the disagreeable symptoms ascribable to morphine. 

The saying so often heard that a patient with cancer is entitled 
to all the opiates he wants is quite untrue. It is doing the patient 
an injustice to give him more than he needs. Morphine produces 
hypnosis, but so do milder drugs. Night doses of morphine for 
hypnosis only are unwise. For pain we start patients out with mor- 
phine sulphate, 144 grain, by mouth, then increase to 14 grain by 
mouth. If it is not possible to give it by mouth, hypodermic injections 
of 1% grain are used first, then raised as necessary. Four hours be- 
tween doses is the usual interval, but sometimes three hours is a better 
interval. Less morphine is used in the 24 hours if smaller doses are 
given at frequent intervals than if the effect of the morphine is al- 
lowed to wear off entirely. There appears, however, to be a greater 
liability of producing tolerance, dependence, and addiction when opi- 
ates are given at regular intervals, a point to be kept in mind in 
the administration of these drugs. 

Dilaudid, which has a greater addiction liability than morphine, 
has proved of value where relief from pain is desired without 
hypnosis. For the latter purposes it is of value in the ambulatory 
patient who does not want sleep with his relief from pain in the day- 
light hours. Pantopon seems to suit certain patients who develop 
unusually severe symptoms from morphine. 

We believe that it is important to use enough medication to give 
relief and no more. As the disease progresses, more and larger 
doses will be needed. The danger of producing narcotic addiction 
must always be kept in mind. A surplus of opiates, in addition to 
producing addiction, will produce such symptoms as itching, nausea, 
vomiting, constipation, and euphoria, many of which are as dis- 
tressing as the original pain. There is no difficulty in withdrawing 
or reducing narcotics coincident with the use of measures for reduc- 
ing the amount of pain. At the Pondville Hospital no patient who 
has been cured of his disease and his pain has become an addict. 
Many patients, however, with progressive or continuing disease have 
shown addiction symptoms on withdrawal of the drugs. The prob- 
lem with these patients is to be certain that the dosage is not increased 
faster than the disease progresses. 

The Pondville Hospital is a cancer hospital of 145 beds, conducted 
by the Massachusetts Department of Public Health. Patients with 
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cancer of all types and in all stages are admitted. In many, pain is 
not a problem. A strict account of the total amount of opiates used 
was made during a 6-month period in 1932, when there was an 
average daily population of 114 patients in the hospital. The aver- 
age amount of morphine per patient per month was 31% grains, and 
the cost was 11 cents per patient for the month. The record on code- 
ine showed an average of 18.6 grains per patient per month at a cost 
of 56 cents. These figures include the preoperative and postopera- 
tion opiates used in the operative cases as well as the opiates used on 
patients having irradiation treatment or no treatment. We believe 
that these low amounts bear out our statements that large amounts 
of morphine need not be used in treating the average cancer patient. 
Two case histories are cited to bring out certain points. 


Case 1—N. F., Pondville 2056, aged 59, was admitted March 29, 
1930, complaining of constipation and rectal bleeding. She had lost 
about 25 pounds, but still weighed 225 pounds. Her blood pressure 
was 210/110. A large ulcerated growth was felt on the anterior wall 
of the rectum, starting 1 inch from the anus and extending beyond the 
end of the examining finger. By vagina the growth involved the 
rectovaginal septum and could be felt in the posterior cul-de-sac. 
She was not complaining of pain. 

March 31, 1930, exploration showed the mass to extend up to the 
promontory of the sacrum and that it was not removable. A colos- 
tomy was done. During the following 3 days the patient received 
morphine sulphate, 14 grain, three or four times a day, then mor- 
phine sulphate, 14 grain, three times a day for 3 more days, all given 
hypodermically. No opiates were given for the next 2 weeks, but then 
she began to complain of more pain. Morphine sulphate, 14 grain, by 
mouth, was given each night. She then received radium needles into 
the rectal tumor. The pain remained about the same, but the medi- 
cation was cut to morphine sulphate, 14 grain, hypodermically. Dur- 
ing the next 3 weeks she required morphine sulphate, 14 grain, by 
mouth once in 24 hours. Just before her discharge she was given 
deep X-ray treatment to her pelvis. 

Septet 29, 1930, she returned on account of the colostomy, 
which had retracted. During her stay of 8 weeks she received mor- 
phine sulphate, 14 grain, on five occasions, but ordinarily got along 
on codeine sulphate, 14 grain, once each night. She received a course 
of deep X-ray therapy eave this stay in the hospital and was dis- 
charged on November 18, taking codeine sulphate, 14 grain, once each 
night. Her weight on discharge was 168 pounds. : 

She was not seen again, but her physician reports that she failed 
rapidly. Her weight dropped from 168 pounds in November to 82 
pounds shortly before she died on May 15, 1931, 6 months later. Her 
physician states that she received no opiates of any 7 during this 
time, but that on the day before she died she received four 44 grains 
of codeine. 

This patient had a long-standing, wasting disease. Relief from 
her obstruction by colostomy, radium treatment to the growth to 


relieve bleeding, irradiation of the pelvis, all helped to control the 
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pain without using large amounts of opiates. During the postopera- 
tive period on two occasions and during the period of irradiation 
she required moderate amounts of opiates, but when the acute pain 
was relieved she did not suffer from addiction. Each time she re- 
turned home her medication was being given by mouth. She had a 
cooperative physician who assisted by cutting down and then elimi- 
nating all opiates. 

Case 2.—A man, 82 years of age, was seen with a pathological 
fracture of the femur with 6 inches’ shortening. No primary focus 
for the cancer was found at the time, but he was known to have 
metastatic disease in his first thoracic vertebra. He had been suffer- 
ing very severe pain and had required large amounts of morphine for 
several days. The leg was put up in traction with Buck’s extension 
on his bed at home. After 24 hours his pain was relieved and the 
morphine was stopped. During the next 3 months there was sufficient 
union in the femur to allow the patient to lift the leg from the bed. 
Traction with 3 pounds was continued. He developed a large tumor 
mass in the region of his left kidney (probably a hypernephroma) 
and later sustained a pathological fracture of a cervical vertebra. 
Relief was given by a Thomas collar. 


About this time his physician thought that he should have mor- 
phine again, as he was not sleeping well. No medication was given 
by day, but at night he received three 14-grain morphine tablets by 
mouth. When I saw him the next time, his face was flushed, he was 
nervous, irritable, his skin was dry and itchy, his pupils were small, 
and he was waiting for his 7 o’clock sleeping medicine. I advised 
against such doses, and finally the dose was cut to one tablet by 
mouth each night. He became much more comfortable and much 
easier to deal with. Until his death, a month later, no further 
increase in medication was needed. 


SUMMARY 


1. Experience with a considerable number of patients in a large 
cancer hospital has shown that large doses of opiates are needed in 
but a small percentage of the patients. With proper facilities for 
nursing, surgery, and irradiation, pain may be relieved without the 
use of large quantities of drugs. 

2. Distinction should be made between medication for sleep and 
medication for relief of pain. 

3. Nonnarcotic drugs should be tried before opiates are started 
and should be combined with the narcotics. 

4, Aspirin and codeine, separately or together, are of great benefit 
in relieving mild pain. Morphine or other opium derivatives will be 
required in the worst cases. 


